submucous fibroid in process of extrusion. In the main portion of the growth the evidence of malignancy was indefinite, but at the edge invasion and separation of bundles of muscle fibres by columns of round cells clearly showed that the growth was a sarcoma. He had endeavoured to determine whether the sarcoma had developed in a pre-existing fibroid or in the normal uterine tissues. The body of the tumour was accordingly carefully searched for the thick-walled arterioles and the striated arrangement of fibres so constantly found in fibroids. But these features were not detected in any part, and the point therefore remained undecided.
Case of Tubo-ovarian Abscess with Mammary Sympathies
and Congenital Malformation of the Uterus.
By H. MACNAUGHTON-JONES, M.D.
THE pathological interest of this specimen consists in its being a typical example of a true tubo-ovarian abscess in which the abdominal end of the tube opens into the ovarian abscess cavity. Placed on the table for the Fellows' inspection are two other specimens, one showing the type of cyst which is apt to be confounded with the tubo-ovarian variety, and the second showing another typical example of the tuboovarian cyst in which the remains of the fimbrice exist on the inner surface of the wall of the cyst; the latter was taken from a patient by Professor John Taylor.
The following is Dr. Cuthbert Lockyer's report on the specimen now shown: "The specimen is a tubo-ovarian abscess. Attached to its posterior surface is a mass of adherent omentum, and also a few peritonitic cysts. The tube is thickened throughout; its uterine end will not admit a fine probe, whilst its distal end is dilated and opens into the upper angle of an irregularly oval ovarian abscess. Between its two extremities the lumen of the tube becomes very dilated and tortuous. The general outline of the Fallopian tube is a V-shaped loop, which lies upon the top of the ovarian cyst. Sections have been prepared from the tube at its junction with the ovarian abscess, and also of the wall of the latter. The former shows the wall of the tube to be thickened by dense fibrous tissue, and its fimbrim are seen infiltrated with round cells and very cedematous. The sections of the ovar.y show the structure of the abscess wall-i.e., a fibriotic structure lined by cedematous granulation tissue."
The patient's age was 35; she was unmarried. The clinical interest attaches itself to the fact that the patient had been operated upon by a vaginal incision for pelvic abscess ten months before I saw her, and the abscess cavity drained. She had septic infection after the operation. During convalescence she suffered from severe mammary pains, especially in the right breast; these continued, and it was for this that she sought my advice.
I found in the right breast a large and fairly circumscribed mass which was sensitive to pressure. There was some general hardening of the left gland, but not of any surgical significance, and there was no involvement of the glands. Her general health was otherwise good. I removed the tumour in the right breast. This was carefully examined by Dr. Cuthbert Lockyer, and proved to be " interstitial fibrosis with cystic degeneration (involution of the gland tissue)." At the same time I also discovered by pelvic examination this condition: Complete absence of the portio, the os uteri being flush with the vaginal roof. Bimanually, the uterus itself was found to be infantile in its contour and proportion, and annexed to it was a mass, about the. size of an orange, at the right side. Stretching from left to right was what felt like a tubular cord with the left ovary attached and displaced towards the middle line.
On questioning the patient, I found that the absence of the cervix had been commented upon at the time the abscess was drained; so much so, that she was questioned by the surgeon as to its possible previous removal. I came to the conclusion that I had to deal with a right adherent pyosalpinx with some old ovarian trouble, and that the small uterus was adherent to it, while the left ovary and tube were dragged out of their position to the right. This was exactly what was found at the operation, which was performed a fortnight after the mammary tumour was removed; the tubo-ovarian mass was intimately adherent all round; the omentum was drawn down and mantled over the tumour; the bowel was free and the appendix healthy. After separating the omentum, the pelvic cavity was carefully walled off, as in endeavouring to detach the mass there was an escape of rather fetid pus. The tumour was ultimately isolated, clamped off from the uterus and removed. The whole operation lasted an hour and a quarter. The anEesthetic, given by the scopolamin-morphia mnethod, was chloroform. She made a rapid recovery.
The clinical lesson to be derived from such a case is the danger of trusting to vaginal drainage in the majority of cases of pelvic abscess Willey: Histology of the Smaller Fibromyomata or suppuration of the adnexa, and the far safer and m-ore certain treatment by abdominal exploration and extirpation.
DISCUSSION.
Dr. AMAND ROUTH did not agree with the speaker that vaginal incision of a pyosalpinx was bad treatment. On the contrary, he considered that if a pyosalpinx presented towards the vagina, posteriorly to the cervix, the vagina and the tube should be freely incised, and the tube packed and drained with iodoform gauze, as advised by Kelly and others. He considered that such an operation was easy, safe, and almost certain to permanently cure. If an ovarian abscess was found to be also present, an abdominal operation would be required, but this complication was infrequent.
Dr. MACNAUGHTON-JONES, in reply, said that the pain in the breast had ceased after the operation on the right gland, but there had been recently some complaint of pain in the left one. With regard to operation by the vagina, his point was that, in cases where there was an adnexal abscess with pathological changes in the adnexa, abdominal operation was preferable to that by the vagina in view of the future consequences to the woman which might result from leaving a diseased tube. He (Dr. Macnaughton-Jones) had been asked what he considered to be the origin of the abscess. He believed that this was in the first instance a tubo-ovarian cyst of inflammatory origin, in which suppuration of the ovarian portion subsequently occurred. Some Notes on the Histology of the Smaller Fibromyomata.
By FLORENCE E. WILLEY, M.D.
WITHIN the last thirty years most theories as to the origin of young fibromyomata have had reference to the vascular system of the uterus, and have concerned themselves either with the origin of the cells which proliferate in these tumours or with the cause of such proliferation.
Writers of the first group affirm that primary changes in the walls of arterioles or capillaries give rise secondarily to myomatous tumours. These observers describe a vessel in the centre of young growths, concentric arrangement of fibres, a spherical shape, &c. Somne have found fibroid change most marked at the periphery, as farthest from the source of blood-supply, while others have observed degenerations beginning centrally, after obliteration by pressure of the vessel from the walls of which the growth originated.
